prepared from silica gel supplied by B.D.H. To ensure saturation of the thin layer with electrolyte, and hence minimal migration of test constituents due to capillary action during the electrophoresis experiment, it is advisable to allow a further period of some 45 minutes to elapse before applying the test solution prior to commencement of the electrophoresis experiment.
Several mixtures of coal-tar food colours have been successfully and reproducilby separated by electrophoresis on thin layer plates prepared in this way and the technique offers the promise of wide application. The fraction of an oral dose of D( +)xylose excreted in the urine, in 5 hours, has been widely used as a test of the absorptive capacity of the small intestine. Although extremely useful as a screening test in malabsorption, the test was sometimes normal in patients with proven enteropathy. Further investigation of the test was felt justified. The capacity of the intestine to absorb xylose was studied by giving eight dose levels, varying from 0·5-25g., to five normal subjects. When less than 5g. was given the amount excreted was proportional to the dose, that is to say the percentage of the dose excreted was almost constant (Fig. I) . Above this the percentage excreted was smaller. This suggested that the dose greater than 5g. exceeded the absorptive capacity of the intestine and would explain the diarrhoea after a 25g. dose. All further studies were done using a 5g. dose, which was given in 250 ml. of water, 1 mI. of this solution was always kept as a standard. The subjects were fasting but drink was allowed ad libitum and 250 ml. of water was given 2 hours before the start of the test to make complete bladder emptying easy. The same dose may be used in children. The total normal 5-hour excretion was found to be 36 % of the dose with a standard deviation of ± 7 %. Some patients with known proximal enteropathy excreted normal amounts of xylose after a 5g. dose but, by studying the patterns of xylose excretion we have been able to detect a defect in xylose absorption in these patients. In the normal, the 2-hour excretion is always greater than 15% of the dose and the 2/5 hour excretion ratio is greater than 50 % (Fig 2) These indices were clearly abnormal in the patients in spite of a near normal 5 hr. excretion. The explanation for this is probably that whereas in the normal person absorption is complete from the small intestine in two hours, it may take up to 4 hours to complete in certain malabsorptive states. Normally only the proximal part of the small intestine is needed for complete absorption but in the abnormal state, when this part of the small intestine is affected, then absorption is delayed and more distal regions will be needed. In these conditions, therefore, the 2-hour urine excretions, •0
The above procedure, that is, taking a 5g. dose 20 t 10 0 followed by 2 and 3 hour consecutive urine fib 20 10 collections, has now been adopted as standard qJ practice throughout this Hospital with en-oEnterop'y .Nor 01 couraging results. It is hoped that a detailed The following procedure was developed as a rapid method for detecting low serum acetylcholinesterase activity in patients suffering from scoline apnoea or poisoning with organic phosphorus compounds and for studying the effect of anticholinesterase drugs in vivo.
Principle: Acetylcholine is hydrolysed by the cholinesterase in serum. The acetic acid so produced is buffered by the serum so that the fall of pH between 7·3 and 7·1 is nearly linear. Over this range, the fall in pH is also proportional to the amount of acetic acid produced.
